To the Editor, Baseline erosiveness is one of the most potent predictive factors for a severe destructive disease course of Rheumatoid Arthritis (RA), that is also used in daily practice. There is however no uniform definition of erosive disease at disease onset. The definitions used in studies were highly variable; definitions used are amongst others any radiological evidence of erosions 1;2 , a cortical break of ≥2 mm 3 or presence of ≥2 or ≥3 erosions. 4;5 The lack of a generally accepted definition makes studies on this subject incomparable. Moreover it prevents the use of radiological information at disease presentation in a consistent manner in clinical practice.
Recently, the radiologic criterion to classify RA according to the 2010-criteria was presented and defined as the presence of at least three erosive joints. 6;7 Here an erosive joint was defined as a metacarpophalangeal (MCP), proximal interphalangeal (PIP), metatarsophalangeal (MTP) or wrist joint with a broken cortex on an X-ray. As such this measure is easy applicable in clinical practice. This prompted us to (I) evaluate the accuracy of baseline erosiveness expressed by the number of erosive joints to predict radiographic progression on the short term and long term and (II) to evaluate whether an optimal cut-off for the level of baseline erosiveness to predict severe joint damage progression can be determined.
Early arthritis patients included between 1993 and 2006 in the Leiden Early Arthritis
Clinic that at first presentation were diagnosed with RA (according to the 1987 or the Depicted are the mean Sharp van der Heijde scores over 7 years of disease as predicted by multivariate normal regression analyses 10 taking advantage of within patient correlations between serial radiologic measurements and adjusting for age, gender and inclusion period (as a proxy for different treatment strategies). In (A) SHSdata are presented for the absolute number of erosive joints, in (B) the cut-off for erosiveness is defined using different numbers of erosive joints.
2010-criteria) were studied (n=701). 8 Serial hand and foot radiographs were made at first presentation and on a yearly basis during follow-up. The number of joints with a cortex break was determined from the baseline radiographs, assessing bilateral MTP, PIP, MCP and wrist joints. Two outcomes were assessed: rapid radiological progression (RRP) on the short term and long term progression of joint destruction during 7-years of disease. RRP was defined as an increase of ≥5 Sharp-van der Heijde-points in 1 year, a change larger In Table 1A , percentages or means±SDs are reported. The percentages indicate percentage of people within a specific group of patients having 0 ->6 erosions. *Not in all patients, a radiograph had been made after one year of follow-up. Therefore, in 550 patients, the presence of Rapid Radiological Progression could be calculated.
than the smallest detectable difference that is also associated with functional decline. 9 The serial X-rays were SHS-scored by two readers; the within reader-ICC was 0.87 and 0.91, the between-reader ICC was 0.89. Relations between the number of erosive joints and the progression of joint destruction over a maximum follow-up period of seven years were tested by multivariate normal regression analyses taking advantage of within patient correlations between serial radiologic measurements. 10 Analyses were adjusted for age, gender and inclusion period, as a proxy for different treatment strategies. The treatment strategy applied was different in different periods; patients included in 1993-1995 were initially treated with NSAIDs, patients included in 1996-1998 were initially treated with chloroquine or sulphasalazine and patients included after 1999 were promptly treated with methotrexate. Only 4.7% of the patients was treated with anti-TNF at any moment during the follow-up period. 10 687 patients had baseline radiographs. The baseline characteristics are shown in Table   1A . In 550 patients an X-ray was made at both baseline and year-1. In total, 211(38.4%) patients had RRP, this frequency increased per category of erosive joints (Table 1A) . Subsequently, patients were categorized using different numbers of erosive disease as cut-off for baseline erosiveness (Table 1B) . With every increase in number of erosive joints as cut-off, the specificity and LR+ increased but the sensitivity and LR-decreased. The AUC was the highest for the cut-offs ≥3 or ≥4 joints, but the differences were small. Subsequently, the progression in Sharp van der Heijde score over 7 years of follow-up for RA-patients with different numbers of erosive joints at first presentation was studied. Additionally, the Sharp van der Heijde scores over 7 years were studied when different numbers of erosive joints were used as cut-off and patients were grouped accordingly ( Figure 1 ). Every increase in cut-off was associated with more severe SHS-progression and no clustering of lines was observed.
As one may expect, every increase in the number of erosive joints at RA onset is associated with an increased chance on short term and long term progression of joint damage.
Although further studies in other cohorts are required, we could not identify an obvious single cut-off point to define baseline erosiveness in relation to prediction of joint damage progression.
